bleeding recurred and in one case the haemorrhage was so repeated and severe that the patient died some months after I had operated upon him.
In cancer of the stomach and pylorus the operation is palliative and, in hospital cases at any rate, does not appear to prolong life though the pain and sickness is relieved. I do not advocate it therefore, except when these symptoms tare prominent, although it is surprising how well the operation is borne even by patients who are greatly emaciated.
Neither gastro-enterostomy nor gastro-gastrostomy has given me satisfactory results in well marked cases of hour-glass stomach, The cause of the fistula is the perforation of a gastro-jejunal or a jejunal ulcer into the transverse colon, such an ulcer resulting from the operation of gastro-jejunostomy. The position of the fistula depends on the position of the ulcer. Usually the colon communicates indirectly with the stomach through the jejunum. The fistulous opening is situated within an inch of the stoma and to the left; the colon lies in-front. Occasionally, the colon communicates directly with the stomach if the ulcer is of the gastro-jejunal type. It may'also communicate in both ways. If the colon communicates directly with the stomach, the case is of no great interest to the physician, because the diagnosis is clear from the typical clinical spectacle of fiecal vomiting and eructations of foul gas, passage of undigested food in the motions, and wasting. If, however, the communication is indirect, the condition is of very great ruiedical interest, because the diagnosis may be extremely difficult for the following reasons: As the stomach empties, food passes down the efferent limb of the jejunum, only a small amount or none passing into the transverse colon. Leakage from the colon to the jejunum is more marked and more constant, as the colon continually contains liquid faeces, diarrhoea being a constant symptom. The amount leaking into the jejunum depends upon the liquidity of the contents of the colon, the patient being much relieved when he is constipated. Also the faeces leaking into the jejunum pass more easily down into the small intestine than back into the stomach. The small intestine thus becomes infected, and that condition keeps up the diarrheea. The diagnosis turns on the finding of fecal material in the stomach contents. Vomiting may be only occasional and fiecal material is not constantly present in the stomach, so that the physician may never obtain a view of the faecal vomit. Vomiting may be absent, and faecal material only obtained by tubage of the stomach. My own patients vomited as follows: (1) Great difficulties may thus be experienced in regard to vomiting and the obtaining of evidence of 'faecal contamination.
Similarly, the diarrhoea, which is the earliest and most constant symptom, is liable to mislead the physician. The stools are loose, brownish white in colour and not very watery. There is no separate blood nor mucus. They do not occur particularly after a meal, but at any time during the day or night, when they are liable to keep the patient awake. The frequency varies from three or four to about twelve in the day. There is commonly no undigested food present or at most a few muscle fibres or a little starch may be found. The presence of these is probably due to the condition of diarrhoea rather than to direct passage into the colon. Ferments are usually absent and the total fat is about normal; in two of my cases its percentages were 18 8 and 29'7 dry weight. If the fistula is a big one or of the gastrojejuno-colic type, undigested food may be present, but usually it is no bigger than the little finger, and no doubt the mucous membrane of the colon protrudes into its aperture. There are usually intervals during which the motions are formed, and now the vomiting stops and the patient feels much better.
Eructations of foul gas are present, but it would be a mistake to suppose that large quantities are present in the stomach, for such is not the case, and no more is usually brought up than occurs in simple indigestion. Intestinal pain is present and referable to both small and large intestines, but is particularly liable to be marked on the right side where it is of a griping character. When this pain is associated with visible peristalsis, a mistaken diagnosis of intestinal obstruction may be made, but the patient is always better when he is constipated and worse when diarrhoea is present. The peristalsis is due to narrowing of the colon in the region of the fistula, which is not an uncommon complication. Wasting is constantly present. The appetite is not necessarily affected and may be quite good or even excessive.
The X-ray examination in my cases was inconclusive and difficult to interpret. Cases, however, have been described in which the stomach was seen to fill from the colon after an opaque enema, and also in which the meal was seen to pass from the stomach into the colon. These appearances have been found to vary in the same case at different times. Other methods of use in gastro-colic fistula have been occasionally successful-for example, the finding of easily recognizable substances in the fieces shortly after ingestion, the recovery of a coloured enema by tubage of the stomach, and the passage of air into the stomach, on insufflation of the rectum, and vice versa.
The immediate prognosis after operation on these fistuls is good-of the thirty-one cases, four had no operation, and all died: one from perforation of another ulcer, another from homorrhage, and the other two from inanition. Twenty-seven were operated upon, and of these twenty-one recovered. Of the six deaths, two followed simple exploration of the abdomen, the fistula not being touched.
Mr. W. G. SPENCER.
It is unfortunate that there should be so many dogmatic statements, when so little is known about the origin of inflammation and ulceration in the stomach and duodenum. There are, for instance, the signs stated to indicate a duodenal ulcer; it is only in a minority of instances that these serve to distinguish a duodenal ulcer from one at the pylorus, or on the lesser curvature of the stomach; it would appear more likely that the signs are due to pyloric spasm-occult blood is an early sign of cancer of the stomach.
The opener of the discussion laid stress upon an increased formation of hydrochloric acid, but it is difficult to understand how the oxyntic cells can do in disease what they do not in health, when the wall of the stomach has become partly destroyed by inflammation and ulceration. Is not the main question connected with the hyperacidity-that there is a septic fermentation within the cavity of the stomach ? I wish to oppose most strongly the recommendation that gastrojejunostomy should not be done if the surgeon can find no definite ulceration. The cases in which there is often no evident signs of ulceration are young women who have been unable to keep to their work. They are relieved by rest in bed, but only for a time. After two or three breakdowns a gastro-jejunostomy enables them to continue at their occupation, although they may not be wholly freed from dyspepsia. Indeed they are the cases suitable for gastro-jejunostomy only, whereas duodenal ulcers, ulcers of the lesser curvature, and, hourglass stomachs should be excised, whenever the patient can stand the operation.
I have been operating on cases referred to me by medical colleagues at the rate of one or so a month for the last twenty-five years, and I have never been called upon to operate again for jejunal ulcer or to undo an anastomosis. I have always aimed at making the anastomosis directly under the cesophageal opening, where the X-ray photographs show the lowest part of the stomach. I can only suggest that the specimens of
